It is well known that comprehensive management of metabolic parameters such as hemoglobin A1c (HbA1c), lipids, and blood pressure is needed to reduce diabetes-related morbidity and mortality [1] . However, in Korea, many patients with diabetes do not meet recommended goals for diabetes control. According to the Korean Diabetes Fact Sheet, which used recent data from the Korea National Health and Nutrition Examination Survey (2013 to 2016), 25.1%, 68.4%, and 44.2% of people with type 2 diabetes mellitus (T2DM) achieved an HbA1c less than 6.5%, blood pressure less than 140/85 mm Hg, and a low density lipoprotein cholesterol level of less than 100 mg/dL, respectively [2] . Only 8.4% of people with T2DM displayed control of all three targets [2] .
In addition, regular screening for the early detection and proper monitoring of diabetic complications is fundamental to high-quality diabetes care. In spite of this, according to an analysis of Korea's National Health Insurance Service database, the proportion of patients who underwent an annual fundus examination was only 30% in 2013 [3] . This indicates that more than two-thirds of patients with T2DM did not have their fundus checked for at least a year. In another nationwide survey conducted in Korea, only 36.3% and 40.5% of patients received screening for diabetic retinopathy and nephropathy, respectively [4] . A study investigating geographical variation in the quality of care for T2DM in 2014 showed that during that year, only approximately 3% and 15% of patients underwent an eye exam-ination and a microalbuminuria test, respectively [5] . Of note, these studies combined data from primary care and more specialized hospitals.
The burden of non-communicable chronic diseases continues to increase worldwide, and a paradigm shift has taken place from a focus on treatment to a focus on prevention [6] . Primary health care has been adopted as a key part of this strategy, and efforts for its reinforcement are being made all over the world. Several studies have shown that appropriate management by primary physicians improved glycemic control and overall disease outcome and reduced complications in patients with T2DM [7, 8] .
Regarding the increasing burden of non-communicable chronic diseases, Korea is no exception. The burden of chronic diseases has increased both because such diseases have become more widespread and because of the aging of Korean population. In particular, mortality due to diabetes was higher in Korea than in other countries that are part of the Organization for Economic Co-operation and Development (OECD) [9] . The hospitalization rate due to diabetes, which represents the primary medical care-based outcome of diabetes, was 281 per 100,000 population in 2015 in Korea; this was the second highest rate among OECD countries [10] . For these reasons, policies have been adopted to promote primary care for chronic diseases such as diabetes. The Korea Centers for Disease Control and Prevention initiated a community-based registration and management program for patients with diabetes and hypertension in 2007, and the Health Insurance Review and Assessment Service (HIRA) of Korea implemented a diabetes quality assessment program in 2011 [11, 12] . The importance of primary care clinic-centered diabetes care can be emphasized even in numerical terms alone. According to the HIRA data in 2017, approximately 60% of patients with diabetes visited primary care clinics for diabetes management, and the proportion of those primary care patients who visited more than once per quarter was 93% [13] . At tertiary hospitals, patients are often seen only every 3 months or less often. Therefore, it might appear logical to speculate that frequent visit to a primary care physician can lead to higher-quality diabetes care and better outcomes, but metabolic parameters may remain under significantly better control in patients who receive diabetes treatment in a primary care setting.
However, few studies have investigated the comprehensive performance of HbA1c testing, lipid profiling, and screening for microvascular complications that include neuropathy in addition to nephropathy and retinopathy. In this issue, Seo et al. [14] investigated the overall status of diabetes control and screening for diabetic microvascular complications in patients with T2DM attending 191 primary care clinics and three tertiary hospitals in 2015 and 2016 in Korea. They found that the patients treated at primary care clinics had lower rates of achieving all three metabolic targets, with a rate of 5.9% compared to 21.5% for those who received care at the three tertiary hospitals. The screening rates for nephropathy, retinopathy, and neuropathy within the past 12 months at primary care clinics were 28.4%, 23.3%, and 13.3%, respectively [14] . These findings are consistent with those of other studies. In the United States, more than 90% of patients with diabetes receive care from a primary care physicians, and studies have shown that the quality of diabetes care is suboptimal [15, 16] . A retrospective cohort study using the National Ambulatory Medical Care Survey (2012 to 2014) showed low adherence rates to the recommended standard of care, including an adherence rate of 31% for HbA1c measurement, a rate of 13% for albuminuria screening, and a rate of less than 10% for retinal or foot exams [17] .
Substantial efforts have been made to improve the quality of primary care for chronic diseases including diabetes in other developed countries including the United States Comprehensive Primary Care Initiative, the British Quality and Outcomes Framework, the Australian Practice Incentive Program, the German disease management program, and approaches such as clinical reminders implemented as part of electronic medical record system [17] . The Korean government also has taken mea-sures such as implementing chronic disease management systems in clinics, instituting a payment model to incentivize the use of primary care, reducing the user charge for primary care for patients with chronic diseases, paying providers a patient referral fee for care coordination, providing feedback and publicly disclosing patient outcomes, and offering pay-for-performance quality incentives [13] .
Another noteworthy aspect of the study conducted by Seo et al. [14] was their finding that the rates of patients who had not undergone screening for retinopathy and neuropathy at a tertiary hospital within the past 24 months were 39% and 55%, respectively, although only 312 patients from three tertiary hospitals in Seoul were included in that analysis. Additionally, only 21.5% of patients achieved all three metabolic target. A diabetes preventative quality assessment in 2017 revealed that the retinopathy screening rates were 52.8% and 62.8% at general and tertiary hospitals, respectively [13] . Diabetes specialists and physicians at larger hospitals should pay attention to these results, as their efforts will be required in order to improve comprehensive diabetes care. Moreover, medical care systems should be established to facilitate more frequent interactions between physicians and the easy referral of patients from primary physicians to specialists at larger hospitals in order to test for complications of diabetes complications. Physicians must wake up to avoid clinician inertia.
